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1. Review of proposed diagnostic criteria (from DM-ID-2)

2. Application of diagnostic criteria to Case #1

(Wink, L.K., Erickson, C.A., Chambers, J.E., and McDougle, C.J.,

Co-morbid intellectual disability and borderline personality

disorder: a case series, Psychiatry, 2010, 73(3): 277-287)

3. Comorbidity

4. Limitations of diagnostic criteria

5. Gunderson’s “Good Psychiatric Management” (GPM) Model

Outline





Inappropriate or intense anger or difficulty controlling anger

“Mr. A has a history of displaying intense, inappropriate anger and often is verbally and physically

aggressive. During periods of increased frustration, he becomes assaultive, often targeting his mother,

with whom he visits frequently. He recently attempted to break her arm during an angry outburst. He

hits, is verbally abusive, and destroys property when he feels he is not receiving enough attention

from the staff that supervises him.”

Case #1  
(from Wink et al, 2010)



Recurrent suicidal behavior, gestures, 

threats, or self-mutilating behavior

“He engages in SIB, including head-banging, cutting,

overdosing on prescription medications, and ingesting

toxic chemicals.”

Affective instability due to a marked 

reactivity of mood

“Mr. A’s mood is labile; however, no cyclical pattern

has been recognized…There is no pattern to his

mood lability, the mood changes usually last only a

few hours, and he has not displayed symptoms of

mania, ruling out the likelihood of bipolar disorder”

Case #1  
(from Wink et al, 2010)



Case #1  
(from Wink et al, 2010)

Pattern of unstable and intense interpersonal relationships

“He attempts to engage staff in inappropriate ways when he feels he is being neglected, frequently

demanding to be hospitalized and creating dangerous situations that lead to the necessity of

hospitalization…Mr. A has become dependent on hospitalization as a means of ‘feeling cared

for’…His attention-seeking behavior and extreme anger have also prohibited him from participating in

workshops and day programming opportunities.”

Frantic efforts to avoid real or imagined abandonment

“He has great difficulty being alone. His mother describes him as having been attention-seeking

throughout his childhood, and Mr. A admits that he wants others to be focused solely on him and

his needs.”





Rates of all DSM-IV-TR axis II Personality Disorders with

Borderline Intellectual Functioning (BIF) [n=235] were compared

with rates of the same disorders in outpatients from regular mental

health care (n=1026) and outpatients with mild intellectual

disability (ID) [n=152].

Method



1. Over half of the patients with Borderline Intellectual Functioning (53%) were

diagnosed with a personality disorder, as compared with one in three of the

mild ID group (34%).

2. Among patients with BIF and mild ID, the most frequent Axis II diagnoses were

Personality Disorder Not Otherwise and Borderline Personality Disorder.

3. The vast majority of persons with BIF and mild ID who had been diagnosed

with personality disorder showed one or more comorbid Axis I disorder.

Wieland, J., van den Brink, and Zitman, F.G., The prevalence of personality disorders in psychiatric outpatients with borderline intellectual

functioning: Comparisons with outpatients from regular mental health care and outpatients with mild intellectual disabilities, Nordic Journal of

Psychiatry, 2015, 69: 599-604.

Results





a. “…people with IDD are more likely than are mainstreamed groups to have experienced stigma, the fear of

failure, and negative self-evaluation (DM-ID-2, page 612).”

b. “Distinguishing between an intellectually disabled patient’s real need for support and his or her fear of

abandonment can be difficult (Wink et al, 2010, page 284).”

“ ‘Frantic efforts to avoid abandonment’, often a hallmark of BPD, are difficult to assess in a population that

has realistic dependency needs in which in many instances have been increased by institutional placement.

Other authors have noted these phenomena and suggest that the clinician pay attention to the excessiveness

and the unreasonableness of the demands for attention when considering the diagnosis of BPD (Mavromatis,

2000, page 90).”

c. “The IDD itself is likely to present some features that are the same as those of personality disorder. The

principal example is lack of empathic understanding that may be a feature of IDD rather than personality

disorder (DM-ID-2, page 612).”

d. “People with IDD are likely to have developed within a cultural framework that might be somewhat different

from the norm (DM-ID-2, page 612).”

Some limitations of diagnostic criteria



“An informed approach to treating BPD now involves the thoughtful deployment of multiple modalities (Gunderson and Links,

2008, page 66).”

 Individual therapy

 Case management/activities of daily living

 Medication management

“Because of the complexity of symptoms in the patient with BPD, pharmacological treatment must be custom tailored to each

individual person based on his or her presenting symptoms. There is no single pharmacological treatment or approach which has

been successful in persons with this disorder, whether there exist neurological /cognitive deficits or not. Furthermore,

pharmacological treatment alone is generally not sufficient but must be combined with psychotherapy or behavioral strategies (in

individuals with or without DD) [Mavromatis, 2000, page 95).”

 Group therapy

Skills training groups teach people more adaptive ways of coping with problems such as misattributions, impulsivity, intolerance

of aloneness, and/or excessive anger.

 Family interventions

“Groups are underused. Because most borderline patients do not want to do group therapy, clinicians need to actively promote

their use…For some borderline patients, individual therapy is nonproductive unless the problems in social living are being forced

into their attention by group (or family) sessions (Gunderson and Links, 2014, pages 60-61).”

Gunderson’s “Good Psychiatric Management” 

(GPM) Model



Note: This was not developed for persons with ID

“People with BPD are born with a genetic disposition to be emotional, have low frustration tolerance,

and be very sensitive to signs of rejection. They have grown up feeling that they were unfairly treated

and that they did not get the attention or care that they needed. They are angry about that, and as

young adults, they set out in search of someone who can make up to them for what they feel is

missing. When they think they have found such a person, they set in motion intense, exclusive

relationships, which predictably will fail because they place unrealistic expectations on the other

person.

Upon failing, they feel rejected or abandoned, and either their rage about being treated unfairly gets

reawakened or that they feel bad and deserved the rejection, in which they become suicidal or self-

destructive. Sometimes, their anger about being mistreated causes others to feel guilty, and

sometimes their self-destructiveness evokes protective feelings in others. Such guilty or rescuing

responses from others validate the borderline person’s often unrealistically negative perceptions of

mistreatment and encourages their unrealistically high expectations of having their needs met. Thus,

the cycle is apt to repeat itself (Gunderson and Links, 2008, page 27).”

How to Explain the Diagnosis 
(from Gunderson and Links, 2008)
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